Introduction
Cervical cancer is the number one cause of death in middle aged women and 20 % of all cancer related deaths in women occur in India [1] . Cervical cancer is usually asymptomatic until nearby tissue is invaded by the cancerous cervical cells. The most common symptom is abnormal vaginal bleeding. However with adequate screening it can be detected in its early precancerous stage. Cervical cancer screening using the Papanicolaou (Pap) test prevents the development of cervical cancer by recognizing a precancerous state in the cervix and allows 90% of cervical cancers to be identified, treated and cured before it can spread.Pap smears have been shown to detect early cervical cellular abnormalities, thereby reducing morbidity and mortality from cervical cancer [2] . But successfully organized, population-based cervical cancer screening programmes have not yet been implemented in most developing countries, despite the greatest burden of cervical cancer in these countries which is largely related to poverty, lack of resources and infrastructure and disenfranchisement of women [3] . Since early detection predicts better prognosis, one of the most effective ways of preventing and controlling cervical cancer is regular screening and early diagnosis.
India has a population of 366.58 million women aged 15 years and older who are at risk of developing cervical cancer. As reported by Tamil Nadu Systems Project with a Crude Incidence Rate of 23.5, current estimates indicate that every year 134,420 Indian women are diagnosed with cervical cancer with the figure for new cervical cases projected to reach 203,757 by 2025 [4] . It is estimated that at present approximately 72,825 women die due to cancer of the cervix. By 2025, this number is projected to rise to 115,171. A lack of effective screening programs aimed at detecting and treating precancerous conditions is a key reason for the much higher cervical cancer incidence in developing countries. A study in a developing country showed that 70.6% of the respondents lacked knowledge of cancer of cervix and only 15.5% of the respondents had knowledge of cervical cancer screening [5] . Donta et al. (2012) reported that awareness of cervical cancer and Pap smear test among couples is low [3] . Dhamija et al. (1993) reported that younger women have better awareness and knowledge about cervical cancer and related information. Literacy status and exposure to family planning are influential in creating awareness about cancer cervix [6] Cervical cancer causes loss of productive life both due to early death as well as prolonged disability [7] In India, the Years of Life Lost (YLL) due to cervical cancer were 936.3 in 2000, being among the highest in the world, greater than the YYLs caused by any other cancer in India, and constituting almost 4% of total YYLs due to all causes in India [8] . Among women aged 25-64 years, who tend, in India, to be the sole caretakers of the house & family, and in some cases significant contributors to the family income, this mortality burden poses a heavy economic burden on families as well the country. Additionally, the high medical costs that are incurred by families due to cervical cancer (especially since most cases in developing countries are diagnosed at advanced stages when treatment is costly but prognosis poor), further impoverish individuals and communities [9] . The aim of this study was to explore knowledge of rural women in three village of Udupi, India regarding cervical cancer and cervical cancer screening. Additionally, we attempted to identify association between the knowledge level and some sociodemographic parameters.
II.
Materials and Methods A cross sectional survey design was used for this study. This study was conducted in rural areas of Udupitaluk, India. Udupitaluk has a rural population of 158651 females.There are 22 primary health centre (PHCs) in Udupitaluk. Out of these, the PHC Moodebettu was selected conveniently. The reason for selecting this particular PHC was that the population characteristics were similar and economy of time and ease of access. Under this PHC there are 5 villages. 3 villages were selected randomly from these villages namely Moodebettu, Kote and Yenegudde. A structured questionnaire was used to collect the data. The questionnaire was pretested using 7 women and was examined by experts for content validity. The questionnaire was then administered to 20 different women. When the data were subjected to Kudor Richardson's formula, the reliability was found to be significant at 0.05 levels. The questionnaire was interviewer administered to married women in the age group of 21-65 years residing in the above mentioned villages during January to February 2013. 157 women from Moodebettu, 150 from Yenegudde and 100 from Kote were selected through house to house survey. Women who had undergone total hysterectomy were excluded. A written informed consent was obtained from each of the participants. Anonymity of the subjects and confidentiality of the data were maintained. A total of 407 women were included in the study. The first part of the questionnaire collected sociodemographic information in 3 sections which were demographic, biological and source of health care related information. The remaining part contained questions on most prevalent cancer type among the Indian women, usual age of occurrence of cervical cancer, risk factors for it, symptoms, role of sexual activity in causing the cancer, Pap Smear Test, HPV and screening guidelines.
The data collected were analysed using SPSS version 11 statistical programme. Descriptive statistics and χ 2 -test for difference in proportions were used for univariate analysis. A p-value of 0.05 or less was considered statistically significant.
III. Results
The data presented in Table 1 shows that the mean age of the women in the study population was 43.17 ± 13.43 with the age range from 21-65 years. A majority (151, 37.1 %) have high school education. Majority (207, 40%) have monthly income less than 5000 rupees. Most of the subjects (315, 77.3 %) were married within 18-25 years. Majority of the women belong to joint family (218, 53.6 %)
Data presented in Table 2 shows that women who had had 2 pregnancies comprised 42.8% (174) of the study population. Majority of the subjects (45%) had 2 children with most of them (305, 76.1 %) having the first child between the ages of 18-25 years. Majority of the subjects (337, 82.8%) had no history of abortions/MTPs. Majority of them (406, 99.8 %) had only a single sexual partner and majority (227, 55.7%) had their first sexual experience within 13-20 years. Only 2 (0.5 %) had a history of smoking or tobacco chewing. There was no family or personal history of cervical cancer or STDs. 2 (0.5%) of the women reported a history of sexual abuse. The findings shows that the source of health related information for 91.4% (372) of the subjects was family members, 5.2% (21) from media and only 2.5% (10) from health personnel. Majority of the study population (98.5%, 401) had poor knowledge regarding cervical cancer screening. Only 1.5% (6) had good knowledge.
The findings reveals that 173 women had good knowledge about cervical cancer; 177 had good knowledge about the symptoms of cervical cancer and 161 had good knowledge about screening guidelines; but only 88 had good knowledge about the Pap smear test. (Table 4) Data in Table 5 showed that there was significant association between knowledge and selected variables like education, income, age at first sexual intercourse and source of health related information. It was found that the subjects with good knowledge about cervical cancer were better educated. Subjects who were married after the age of 18 years and had their first sexual experience after the age of 21 years had good knowledge. Women who lived in nuclear families had good knowledge.
IV. Discussion
This study has shown that women in our region lack knowledge of cervical cancer and its prevention. The findings of the present study show that 98.5% had poor knowledge regarding cervical cancer screening. Similar findings were found in a study done in Kerala among 809 women where only half of the study population was aware of symptoms and the majority (89.2%) were unaware of the risk factors for cervical cancer [10] and Nigeria (29.4%) [5] . This is also supported by another study done by in Texas done to assess the knowledge regarding Pap test in which women of low socioeconomic status had poor understanding of Pap testing [11] .
It is a known fact that the knowledge of cervical cancer prevention is very poor in developing nations because of poor education and deficient awareness programmes. This is reflected in this study with higher proportion of the more educated showing better knowledge compared with the less educated. Though 43% had good knowledge about symptoms and 39% had good knowledge about screening guidelines only 21% knew about the Pap smear test. Similar findings were found in a study done in Kolkata where there was good knowledge about cervical cancer but poor knowledge about the Pap test [12] . Most of the women in this study (91%) got their health related information from their family members which could be one of the reasons for the poor knowledge regarding cervical cancer.
A limitation of the study may be the potential for information bias which exists in the accurate disclosure of personal information. Women may be hesitant to report having multiple sexual partners, their age at initiation of sexual activity, and history of STDs. We attempted to minimize this bias by ensuring participant confidentiality. Also this study was conducted in villages of a primary health centre that was conveniently selected due to financial and time constraints.
In conclusion, undergoing regular cervical cancer screening is important in the prevention of invasive cervical carcinoma. The knowledge about cervical cancer screening is very poor among rural Indian women. There is need for organized education programmes to create awareness about cervical cancer and cervical cancer screening among Indian women.
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